MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH | :63"'000084

: e - . 15 .‘.2 2 STAT| UMB
a"ﬁf‘w . AMENDED %%ﬁm) rimary Reglatration District Mo, ___QA.—Roghmﬂ Neo. _[ _____ EFILE N ER

1. PLACE OF DEATH : " |t 2 USUAL RESIDENCE (whm deceased lived. If Intitution: Residence before
a, COUNTY s STAYE ) ’ .
~_Audrain Missourf” ©"" Gallawgy *dmisin
b. Ccl)l';( {if outside corporate limits, give TOWNSHIP only) Length of stay in b < %? Intide Limirs

TowN Mexico 3 Days TOWN Auxvasse Yo O No D
<, E%ﬁi{l&ogf {If NCT in hospital, give location) Inside Limits dAsI;gElEETSS (If cunide, give locstion) Reside on Farm

WTTUTON Audrain Co, Hospital |%af "D RFD.#1 YO %0
3. NAME OF DECEASED First Middis Tast 3. DATE Month ) ¥
{Type or print) . OF g o
John 8, Imean DEATH  Jay, 12 1963
5. SEX 6. COLOR OR RACE 7. Merried QA Maver Marriad [] [8. DATE OF BIRTH | 9 AGE (st birthday) | IF UNDER 1 YEAR _IF UNDEE 24 AR

Male ¥hite wdowed O OheedD 5 /24/1886 76 Horthw T "Ders [ Hours | Min

10a. USUAL OCCUPATION {Give kind of work done { 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTKPLACE {Ciry and state or country) | 12, CITIZEN OF WHAT COUNTRY

‘“"“"‘"“’fé‘f’ﬁé"}“"‘ evan if retired) Farmins ‘ Franklin Co ’ Mo U.S5.A,

132. FATHER'S NAME T3b. MOTHER'S MAIDEN NAME 4. NAME OF AUSBAND OR WIFE

Daniel Iman Iing McCutchin |1 Cordie lman .
. 15, WAS DECEASED EVER IN UL.5. ARMED FORCES? 6. SOCIAL SECURITY NO. 17. INFORMANT - Address

[Yet, no, or unknown)| (If yes, give war or dates

no > Mrs, Cordle an, A xvasee‘Mg' '
18. CAUSE OF R:.]l’ﬂl {Enter only cne cauts § ] EE}IAI. !ELWEEN

i. DEATH WAS CAUSED BTs / — | .
IMMEDIATE CAUSE (s) . { #mfd‘—u.&’ -~

I}

Conditions, H any,] DUE TO [b) T i

V8§ 300
Rev. 4/59

B vo 47

e i 4 RS T o s

DATE AMENDED

e R T T e v

DOCUMENT

which gave rise to
above cause (a),
stating the under-
lying cowvse  lant DUE TO {¢)

- PART 1I. QTHER SIGNIFICANT CONUITIONS CCNTRIBUTING TO DEATH: but not related to ‘the terminal ° PART- 11, lf decossed was female was
disease condition given in PART { (a) there & pregnancy in last 90 days.
' [0 ves | O Ne I O Unknown

9. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  ROMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART | or PART 1l of item 18.)
PERFORMED? =] [ m]
YES (3 NO [S~r - .

20c:TtME OF.  Houl Month, Day, Year I
" INJURY am. .
-t - e pmt .- ot L

20d. INJURY OCCURRED ‘200. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, street, officé bidg., etc)
I!OT WHILE AT WORK _D .

A . ’ .
21, T-atded the decarsed from__ L L ELD mMﬂmd last 5w P Slive o,‘%/_?._'Liij_
.= " eath . cecurred ol L M Cide = N _m on the dale stated above, and to the best of my knowledge, from the couses steted.
T, TURE {Degrew or T1laY Z2b._ADDRESS ; 7. DATE SIGNED

? TG Geerrens  Pew |pra-€x

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d..LOCATION (City, town, or county) (5tate}

"REMOVAL (Specify)
ry J:i_tmn__ Mo

a . . : et
FUNERAL DIRECTOR - 2.‘5 DATE RECD BY LOCAL REG. RAR’S SIGN,

g Liurnined, Yor 141763

{Licensed EmbalmdF's Statament on Reverse Side)

9
o
]
- 4
Wl
[
<.
g5
80
=i
nlb
IlZ
(=
2
o)
0
4
5
G
=
:

MEDICAL CERTIFICATION

PEWRITER i!IBBO% P

USE BLACK INK
OR

SHOULD READ

8Y AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

hereby certify thhf- tl"ne-body whose ‘name is recorded on the reverse side of this certificate was embaimé’d by me, +

.

or by ‘ - Student Embalmer No.

working under my personal supervision.

Student___{

Signature of Student Embalmer

- Licensed EmbalmerINo.m

p. O. Addressﬂ‘%z_

Note: The above.MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting.

If this- body is not embalmed fact sholld be 5o stated .above, +_: *f '

.

e T e




